on the lobby floor below. There he lay stunned and motionless, and remained so for a few minutes after having been put to bed, A small quantity of blood was seen to issue from the right ear, and when he recovered consciousness his friends noticed that the right side of his face was motionless and baggy. For four-andtwenty hours after he vomited everything he tasted; but then the vomiting stopped, and, save the facial defect, his friends noticed nothing abnormal.
When I first saw him on the eleventh day after, he presented a good picture of riglit-sided facial paralysis. From the paralysis of the Ii. occipito frontalis and corrugator supercilii, he cannot wrinkle or frown on that side of his forehead. The orbicular muscle being affected, he cannot shut his right eye, and the lower lid is depressed. The upper eyelid is drawn up by the levator palpebrarum, which is unaffected. The eye is full of tears, which constantly trickle down his cheek. The nose is flattened on the right, and its lumen narrowed. The cheek is flaccid from the implication of the buccinator.
The mouth is pulled to the left, and when the patient laughs, he laughs on the left side of his face. When told to put out his tongue it is readily protruded in the median line. On inspection of the throat, the uvula is seen to be deflected to the left, and on phonation the soft palate is elevated towards the left side. On testing the taste-sensibility by alternately touching either side of the tongue with alum, the right side was decidedly inferior to the left. He also states that he does not taste his food so well on the right as on the left side, which, however, would partly happen from its not being so well broken up on that side from inability of the buccinator to push it between the teeth. On the right ear, a watch, normally heard at a distance of three feet, is only heard four inches off. On the left it is heard normally. Examination with the speculum shows the drumhead retracted, the manubrium foreshortened, and the short process prominent, while the long process of the incus and the incudo-stapedial articulation are plainly seen through the posterior quadrant of the membrane. The foreshortening of the manubrium and retraction of the membrane are seemingly1 due to paralysis of the stapedius (which derives its nerve from the portio dura), whereby its antagonistic muscle, the tensor tympani, supplied by the fifth, pulls in the manubrium and so produces retraction of the drumhead.
There was no discharge of serous fluid, and but a small quantity of blood lost after the accident. There is no tinnitus, vertigo, unsteadiness of gait, or other of the symptoms usually attributed to injury of the labyrinth. Apart from the primary concussion, there have been no symptoms of cerebral or meningeal mischief, which would have occurred had the lesion taken place at or above the entrance of the seventh and eighth nerves into the internal auditory meatus.
From these data, then, the lesion would properly be referred to that part of the canal where these two nerves lie together, and probably resulted from pressure on these structures by extravasation following the concussion.
